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ADVANCE DIRECTIVES FOR HEALTH CARE RULES

Purpose

These rules are adopted to effectuate the intent of Chapter 231 of Title 18,

“Vermont Statutes Annotated (VSA), Advance Directives for Health Care and

Disposition of Remains.

The State of Vermont recognizes the fundamental right of an adult to
determine the extent of health care the individual will receive, including treatment
provided during periods of incapacity and at the end of life. 18 VSA Chapter 231
enables adults to retain control over their own health care through the use of
advance directives, including appointment of an agent and directions regarding
health care and disposition of remains, During periods of incapacity, the
decisions by the agent shall be based on the express instructions, wishes, or
beliefs of the individual, to the extent those can be determined.

A durable power of attorney for health care, terminal care document, or
advance directive executed prior to the enactment of 18 VSA Chapter 231
(September 1, 2005) shall be a valid advance directive if the document complies

with the statutory requirements in effect at the time the document was executed or
with the provisions of 18 VSA Chapter 23].

Definitions

The definitions of terms contained in these rules are the same as those
contained in 18 VSA Chapter 231 at 18 VSA § 9701. If any of such legislative

definitions are amended, the amended definitions shall be the definitions of the
terms contained in these rules.

Advance Directive Forms and Related Issués

Form/Issue Attachment
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A.dvance Directives Registry

The Registry

The Advance Directives Registry is a secure, web-based database created by
the Department of Health to which individuals may submit an advance

directive or information regarding the location of an advance directive.



Access to Registry

The Advance Directives Registry is accessible to principals and agents and, as
needed, to individuals appointed to arrange for the disposition of remains,
organ procurement organizations, tissue and eye banks, health care providers,
health care facilities, residential care facilities, funeral directors, crematory
operators, cemetery officials, and the employees thereof.

Prohibitions to_Access

In no event shall information in the Advance Directives Registry be accessed
or used for any purpose unrelated to decision-making for health care or
disposition of remains, except that the information may be used for statistical

or analytical purposes as long as the participating individual’s identifying
information remains confidential.

Process

To submit, revoke, amend, or replace information in the Advance Directives
Registry, mail the original advance directive or related document to:

Director of Health Surveillance
Advance Directives Registry
Department of Health

PO Box 70

Burlington, VT 05402-0070

Information regarding accessing information in the Advance Directives
Registry may be obtained on the Department of Health’s website:

http://www . healthyvermonters.info

. Information may also be obtained by contacting the Department of Health in
person, by mail, or by telephone at (802) 863-7200 or 1-800-464-4343.

Amendment, Suspension, Revocation

Notification of amendment, suspension, or revocation under 18 VSA §

-9704(c) and revocations of appointment under 18 VSA § 9704(d) will be
incorporated into the Advance Directives Registry.



~ ATTACHMENT A

ADVANCE DIRECTIVE'FOR HEALTH CARE =~
Explanatlon and Instructlons

- An Advance Dlrectlve is a document you prepare to choose someone

~ as your health care agent or to guide others to make health decisions
for you. An advance directive can include instructions about your '
health care as well as what should happen with your body after you
die. Having an Advance Directive helps when you no longer can or no
longer wish to make your own decisions. As you begin your Advance
Dlrectwe ‘here are some |mportant things to know

You have the rrght to consent to or refuse any medlcal
treatment.

You have the rlght to appomt an agent to make decrsuons for
you. '

You may use thIS Advance Dlrectlve to share your wnshes in
advance.
You may fill out all Parts of thas Advance Dlrectlve form or]ust

portions of it. For example, you can just appoint an agent in Part 1 and
then sign Part 9. If you choose not to appoint an agent, you can skip part 1
and just give instructions in-other Parts that you wish to fill out. However, if
you fill out any Part of this document, you must aiso fill out Part 9, as it
provides signatures and witnesses to validate the Advance Directive.

You may- use any Advance Dlrectnve form or format as long as |t
is properly signed and witnessed.

You can revoke or suspend your Advance Directive at any ttme
unless you expressly waive your rlght to do SO.

‘Everyone needs an Advance Dlrectlve - notJust those anticipating the
end of their lives. ‘Any of us could have an accident or suffer from an
unexpected medical condition. .Some of us live with a mental or
physical illness that leaves us wnthout capacity at times. ‘Without an -
Advance Directive, those making decisions for you will not know what

your wishes are. Worse still, your family and friends could fight over

the care you should get. Help them help you - f|II out and sign an
Advance Dlrectlve

This Advance,Dwectlve has 9 Parts. Fill out as few or as many Parts as
you like today. If you want, you can fill out other Parts another day.
This is your document: change it as you like so that it states your

- wishes in youf own words. You may cross out what you don t like and
add what you want '



Updaiing your Advance'Directive -

It is very |mportant that the lnformatlon in your Advance Drrectlve is
always current. Review it once a year or when events in your life
change. Consider the "5 D’s” as times when your Advance Directive
might need to be changed or updated The 5 D’s.are: Decade brrt:hday,
‘Diagnosis, Deterioration, Divorce or.Death of somebody close to you or

that affects you. All of these events may- affect how you think about
| future health care declsmns for yourself

* Whenever necessary, you sh_ould also upd'a'te addresses and contact _
information for your agent and alternate agent and other people such

as potential medical guardians whom you may have |dent1fied in your
Advance Dlrectlve

REVOKING or Su5pending your Adv’ance Directive:

You may revoke your Advance Directive by completing a new Advance
Directive or completing replacement Parts of this Advance Directive.
Then the old Advance Directive or Part is no longer in effect and the

new one replaces it. If the new one and the old one cover dlfferent
subjects, then both will be in effect.

Suspending an Advance Dlrectwe is when you want a provision to-not
be in effect for a period of time. For example, you may have said you
wanted a. DNR order and the order may have been given to-you. Then

you need to go in for surgery and want the understanding that you will
be rev:ved during surgery if your heart stops

You may revoke or suspend aII or part of your Advance Directive by
~doing any of the fol|ow1ng things:

1 Signing a statement suspendlng or revokung the
. designation of your agent;

Personally informing your doctor and havmg him or her

note that on your record;

. 3..Burning, tearing, or obhteratmg the Advance Dlrectlve _
~ either personally or at your direction when you are
present; or '
For any provision (other than de5|gnat|on of’ your agent),
stating orally or in writing, or indicating by any other act of
yours that your intent is to suspend or revoke any Part or
statement contalned in your Advance Directive.

2.



Instructions for Part 1 - Appbintment'of My Health Care Agent

Appomtmg an agent to make decisions for you may be the
. single most important part of your Advance Directive. Your

agent must be at least 18 years old and should be someone you know

and trust. The person you choose should be someone who can make
decisions for you, based upon your wishes and values. You cannot
appoint your doctor or other health care clinician to be your agent. If -
'you are in a nursing home or residential care facility, staff or. owners
cannot be your agents unless they are related to you.. You can =
appoint an alternate agent to make decisions for you if your original
agent is unavailable, unable, or unwilling to act for you. You can also

appoint co-agents if you wish. (If you appoint co-agents, use the
second page of Part 1 of this form. )

The authority of your agent to make decisions for you can begin:

« when you no longer have the capacity to make decisions for
- yourself, such as when you are unconscious or cannot
communicate, or

immediately upon signing the advance dlrectlve if you S0
specify, or

‘when a condition you specify is met ‘such as a dmgnosrs of a
debilitating disease such as Alzhelmers Disease or serious.
mental iliness, or

when an event occurs that you want to mark the start of your

‘agent’s authority, such as when you move to a nursing home
or other lnstltutlon

The authority of your agent will end when yod regain capacity to make

~your own decisions or you may specify when you want your Advance
Directive to be no longer in effect

Once your Advance Directive goes into effect, your agent will have
access to all your medical records and to persons providing your care.
Unless you state otherwise in written instructions, your agent will have

the same authonty to make aH deCISIons about your health care as you
have ' :

~ Your agent will be obhgated to follow your instructions when making
decisions on your behalf to the extent that they apply. If you choose

not to leave explicit written-directions in other Parts of your Advance

Directive, the persons making'health care decisions for you will be

guided by knowledge of your values and what is in your best interest .
at the time treatment is needed
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ADVANCE DIRECTIVE

My Name _ |

“ Date of Birth Date signed
Address

, City_ Zip

Ernail:

Phone _

‘Part1 - My Health Care Agent

‘1. I'want my agent to make decisions for me: . (¢hoose one statement below)

when [ am no longer able to make health care decisions for myself, or
‘immediately, allbwing my agent to make decisions for me right now, or

when the following condition or event occurs (to be deteﬁn'méd as
follows): | | " '

2, Tappoint

as my health care Agent to make any and
all health care decisions for me, except to the extent that I state otherwise in this Advance '

Directive. (You may cross out the italicized phrase if authority is unrestrieted.)

- Address |

_Relationship (optional)

Tel. (dayt'uﬁe) o cellphone
{evening) ' _ email:

3. Ifthis health care agent is unavallable unable or unw1111ng to do this for me,
appoint '

to be my Alternate Agent
- Address: Relationship (optional)
- Tel. (daytime) - cellphone
(evening) email:

And if my.Al}.‘e’rm_z'te Agent is unavailable, unable or unwilling to do this, I appoint

. - as my Next Alternate Agent,.
Address: Relationship (optlonal)
Tel. (daytime) _ cellphone
(evening) - email:
4. _

Iwantto appomt two or more people to be co-agents and have listed thern on
page two of this Part.



Appomtment of “co-agents”

You can appomt co-agents - people you ask to make decnsmns for

you, acting together, based upon a discussion of your circumstance
and-agreement on a course of action or treatment. Sometimes co- -
agents have difficulty making decisions together. Before completing
this part, be-sure this is the best choice for you and your co-agents.

Not all of the people you ask-to be co-agents may be'readi|y -
available to speak for you or to make decisions that have to be
made immediately, particularly in an emergency. For this reason, it

is a good idea to give additional directions about how decusmns can
be made by your co-agents.

-~ 5. Cq-égents I.appdint are:

Name
-Address

. Phone (specify work, home or cell)_

Relationship (opﬁonal)

Name
Address
. Phone (specify work, home or cell)

Reiatibnship v(optional‘ 3

Name
Address

Phone (specify work home or cell)

Relationship (o_ptio(mil)

-(repeat below for additionat co-agents) S

6.1 prefer that decisions made by the co-agents named above be made in thc
following way (you may choose one or prioritize 1 2 ,3):

by agreement of all co-agents

by a majority of those present, or :

by the first person available, if it is an emergency. -

7. Other Instructions for co-agents (optional):



Instructlons for Part 2~ Others who may be mvolved in my
'care

Part 2 is where you can list your current doctor or clinician with '
- address and phone number. This will help by 1dent|fy|ng someone who
. knows your medlca| hrstory

You can also state who else should or should NOT be consulted about
your care, ,

You can state who is to be given. information about your medical
- condition. This list might include your children, even if they are
minors, or your close friends. Hospitals are required to withhold -

information about your condition from people unless you or your agent
gives permission that this can be shared.

You can state who shall not be able to challenge decisions about your
- care in court actions. Normally any “interested individual” can bring an
action in Probate Court regarding decisions made on your behalf.
“Interested individuals” are your spouse, adult child, parent, adult
~ sibling, adult grandchild, reciproca!l beneficiary, clergy person or any
adult who has exhibited special care and concern for you and who is
personally familiar with your values. If there is someone in that list

that you do not want to be able to bring an action to protect you you
may record the name of that person in Part 2

Sometlmes a court appomts a medical guardlan for a person, and that
person controls specific treatment decisions. You can state a preferred
person that you would like the court to consider - if a medical guardian

is being appointed. This mlght be the same person you chose as an
agent or |t might be someone else



My Name DOB_ Date
Part 2 Others Who Are or May Become Involved in My Care

1. My Doctor or other Healt_h care Clinician:

‘Name . Address -
Phone . o
(or) Name . _ Address
Phone :

2. Other pe_o_plelwho MAY be consulted'about medical decisions on my behalf:

Those ﬁrho should NOT be consulted:. -

My health care prowders may give mforma'uon about my condmon to the
' followmg adults and minors:-

The person(s) named below shall NOT be entitled to brmg a court acuon on my
behalf concerning matters covered by this Advance Directive.

Name: _ Address

5. IfTneed a medical guardian in the future, T ask the court to consxder appomtmg
the following ptrson:

\ My health care agent

_The following person:

‘Name

Address

Phone

Alternate potential guérdians may be listed as well.



: Ihstr_uctions for Part 3 ~ Statement of Values and Goals

Part 3'allows you to state in your ewn words what is most important
to you as you think about medical care you may receive in the future.
This will- guide your agent and your health care providers and will let

them know why you think particutar choices are important based upon
your own values and beliefs. :

If you. choose to fill out this Part you may wish to use the Worksheet 1
Values Questionnaire that is in the VT Ethics Network booklet “Ta ktng
Steps” for help in frammg and sharing your response.

You may also W|sh to use Worksheet 2 Medrcal Situations and - _
Treatment. The second worksheet helps you consider how you might

respond to changing circumstances and the changing chances that.
medical treatment may be successful



My Name DOB _ Date

Part3 - Statement of Values and Goals

Use the space below to state in your own words what is most
important to you

..And general advice about how to approach medlcal choices

dependmg upon your current or future state of health or the chances
- of success of varlous treatments




Instructions for Part 4 - End of Life Wishes.

Part 4 contains statements that you can use td.expr-e_ss either a desire
for continued treatment or a desire to limit treatment as death

approaches or when you are unconscious and unhkely to regam :
consciousness.

Part 4 allows you to mclude other thmgs that may be important to you
~.such as the type of care you would want and where you hope to -
- receive that care if you are very ill or near the end of your life.

There may be other issues about health care when death is not

expected or probable. These treatment issues and choices you can
address in Parts 5 and 6 if you wish.

‘There may be questions about your survival that even doctors cannot
predict accurately in your case. It’is important to repeat that Part 4 is
for those situations where you are not likely to survive or to continue

hvmg without life-sustaining treatment on a long- term ba5|s
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My Name ' : ' DOB -Date .

Part4 End of Life- Treatment Wishes

If the time comes when I am close to death or am unconscious and unhkely to
become conscious again (choose all that apply)

By I do want all possrble treatments to extend my hfe Or
- 2. _I do not want rny hfe extended by any of the fol_lowing means: -
breathing machines (ventilator or respirator) .
_ tube feeding (feeding and hydration by medical means)
| antibiotics
_ other medications whose purpose is to extend my life
any other means
Other (specrfy) ‘
3 I want my 'agent to decide what treatments I receive, including tube feeding.
I want care that preserves my dignity and that provides comfort and relief
B from symptoms that are bothering me.
5. Iwant pain medication to be administered to me even though thrs may .
' have the umntended effect of hastening my death. .
I want hosplce care w_hen it 1s appropriate in any settrng.
7 I would prefer to die at home if this is possible.
8.

Other wishes and instructions: (state below or use ad_ditidnal pages):

11



Instructions for Part 5 - Other Treatment Wishes.

Part 5 addresses situations which may be temporary, long-term or

which may be part of a health crisis that might become life endlng for
you if no treatment was given or lf it was unsuccessful

You may want to state your WlSheS regardlng a “Do Not Attempt E
Resuscitation” Order (DNR Order) if your heart were to stop
. (statement #1). Such an order must be written and signed by your
doctor. - Either the completed written order, or a special bracelet or
other identification of that order, needs to ‘be available for any
emergency first responders who are called to the scene when your
heart stops. It is up to you or your agent to make sure that these
additional steps are taken including having your doctor complete and

sign the order and give you either a copy of the order or some other
' |dent|ﬂcatlon .

You may be in a situation in which there is a chance for recovery but,
without treatment, you might die. Statement #2 is about allowing a
“trial of treatment” in situations like these. This means you want to
start treatments that will sustain your life, such as breathing machines
or tube feeding, to see if you will recover. If these life sustaining
treatments are not successful after a period of time, you give your
agent and other care prowders permlSSlon to stop or withdraw them.

Other statements in th|s Part concern your wnshes about
hospitalization and treatment as wel! as participation in medical
student education, or clinical or drug trials as part of your treatment.

There is also.a statement about mental health treatment and your
preferences concerning types of involuntary treatment.

Statement 9 of this Part concerns specific directions for prescribing

- and conducting electro-convulsive therapy (ECT) sometlmes called
“electro- shock” treatment.

If certain statements of Part 5 do not concern or apply to yod do not

feel you have to address them. If you have an agent, that person will
make decisions for you should the need arise.

12



‘Name o R DOB Date

Part 5~ Other Treatment Wlshes ..

-

1. I vmsh to have a Do Not Resusmtate (DNR) Order written for me.

2. Iflamina crmcal health crisis that may not be life- endmg and more
time is needed to determine if I can get better, | want treatments started. If, after
a reasonable period of time, it becomes clear that T will not get better, I want all

life extending treatment topped ThlS includes the nse of breathing machines or
~ tube feedmg

S

1If I am conscious but become unable to thin_k jo_r act for niysélf and will likely
not improve, I do not want the following life-extending treatment:

_____ breathing machines-(ventilators or resplrators)

____ feeding tubes (feeding and hydratlon by medical means)
antibiotics

other medications whose purpose is to extend life
_____any other treatment to extend my 11fe
_ Other:

If the likely costs, risks and burdens of treatment are more than [ wish to

endure, I do not want life-extending treatment. -th_e costs, risks and burdens that
concern me the most are:

5. If it is determmed that I am preguant at the time this Advance Dlrectlve
becomes effective, Iwant hfe sustammg treatment. -

6. Hospitalizaﬁon - If T need care in a hospital or treatment facility, the
following facilities are listed in order of preferénce:
Hospital/Facility _ - - Address Tel#
Hospital/Facilty =~ - Addre_ss Tel. #
Reason for preference ' '
I would like to Aveid being treated in the following facilities:
Hospital/Facility ‘ Reason
HospltalfFamhty ' “Reason
7.

1 prefer the following medlcatlons or treatments: Use more space or
N ‘addltlonal sheets for this sectlon if needed.

~ Avoid use of the followmg medications or treatments:
List med1cat10ns/treatments

Reason:_
Reason:

13



8. Consent for Student Educatijon, Treatment Studies or Drug Trials

I do/ do not (circle one) wish to pa‘rticipate in student medical education.

- Ido/ do not {(circle one) wish to partmpate 1n treatment studles or
. drug trials.

1 authonze my agent to consent to any. of the above.

-9, Mental Health Treatment

A. Emergency Involuntary Treatment,  If it is' determined that an
 emergency involuntary treatment must be provided for me, 1 prefer these
interventions in the following order: (List by number as many as you
choose. For example, 1 = first choicé; 2 = second choice, etc. You may

- also note the type of medication and maxunum dosage.)

____Medication in pill form
__Liquid medication

____ Medication by m_|ectlon
____ Physical restraints

_ Seclusion

. ‘Seclusion and physical restraints combined
_ Other:

‘Reason for preferences above (optional):

B. Electro-convulsive Therapy (ECT) or “Electro-Shock Treatment”
If my doctor thinks that 1 should receive ECT and I am not legally capable of
consentmg to or refusmg ECT, my preference is indicated below

____Tdo NOT consent to the administration of any form of ECT. N

_ T consent/ do not consent (circle one) to unilateral ECT

___Iconsent/ do not consent (circle one) to bifrontal ECT
____Tconsent/ do not consent (circle one) to bilateral ECT

1 consent (or authorize my agent to consent) to ECT as follows:

1 agree to the number of treatments the attending Psychlatrlst
considers appropnate :

__ Tagree to the number of treatrnents Dr considers appropriate.
I agree to the number of treatments my agent considers appropriate.

___ Tagree to no more than the following number of treatments
Other instructions regarding the administration of ECT:

14



Instructions for Part 6 - Wawer of Right to Request or ObJECt to
Treatment ' o

Part 6 is a speC|aI part that may be used by people who want their
future responses to offered health treatment dlsregarded or ignored.

"There may be situations in wh|ch you might be ob]ectlng to or
requesting treatment but would then want your objections or requests
to be disregarded. If you have had treatment in the past that scares

- you.or is uncomfortable or painful.you may be likely to say “no” when
it is offered in a future health crisis. ~ Still, you may know that this is
the only way for you to come through a bad time or even survive. You
understand that it is necessary and you would want it again if you had

to have it. This Part will help you let your agent and others know
- what you really want for yourself,

You must have an agent to fill out this Part.

Because this is signing away a basic right that all patients have (to
refuse or to request treatment) unless a court orders otherwise, you
will need to give this much careful thought. You will also have to have

“additional signatures and assurances at the time you fill out this Part
of your Advance Directive.

If you think this Part 6 could apply to you and be helpful in your -
situation, you need to be sure that everyone involved in your care
understands that you are making this choice of your own free will and

that you understand the ramifications of walvnng your right either to
consent or to obJect to treatment.

Unlike other Parts of your Advance Directive, you can revoke Part 6

only when you have capacity to make medical decisions as determlned
by your doctor and another clinician.

Specific instructions for fllhng out Part 6 are as follows: For your

agent to be able to make healthcare decisions over your objection, you
must:

¢ Specify what treatments you are allowing your agent to consent to

or to refuse over your objection;
State that you either do or do not desire the spec1ﬁed treatment even
. over your objection at the time and, further, specify your wishes

related to voluntary and involuntary treatment and release from that
treatment or facility;

15



' Aéknowledge in writing that you are knowingly and voluhtarily
waiving the right to refuse or receive specified treatment at a time of
incapacity; - :

. Have your agent agree'n wntmg to accept the rcspon51b111ty to act
over your objection;

Have your clinician affirm in writing that you appea:ed to understand
the benefits, risks, and alternatives to the proposed health care bemg
authorized or rejected by you in this provision; and

Have an ombudsman, recognized member of the clei'gy, attorney .
licensed to practice in Vermont, or a probate court designee affirm
in wrltmg that he or she has explained the nature and effect of this

provision to you and that you appeared to understand this
explanation and be free from duress or undue influence.

16



' MyName L o _DOB _

| Date ‘

Part 6 - Waiver of nght to Request or Object to Treatment in the Future

I hereby give my agent the authorlty to consent to or refuse the followmg

treatment(s) over nty objection if I am determined by two clinicians to lack capaclty
to make healthcare declsrons at the time such treatment is consndered

1. ITdo want the following treatment to be provxded even over my objectlon ‘

at the time the treatment is offered:

~

w
e —

I do not want the following treatment, even over my request for that
treatment, at the time the treatment is offered

2. 1 give permission for my agent to agree to have me admitted to a

des:gnated hospltal or treatment facility even over my Ob_]CCUOIl
: Yes . __ No

I give my agent permission to agree that my release from a voluntary
admission for mental health treatment may be delayed even-over my
objection for up to four days so that a decision can be made regarding

whether I meet criteria to be involuntarily committed.
: Yes _ ______No

4. Thereby affirm that I am knowmgly and voluntarily waiving the right to

refuse or request specified treatment at a time of incapacity, and that [
understand that my doctor and one other clinician will determine whether or
not I have capacity to make health care decisions at that time. I know that I
can revoke this part of my Advance Directive only when I have the capacity to
do so, as determined by my doctor and at least one other clinician.

Signed

, Principal  Date

Acknowledgements

Acknou’ledgem_ent by Agent - I hereby accept the responsibility of
consenting to or refusing the treatments specified above, even if to do so

would be against the principal’s expressed wishes at the time treatment is
~ considered. | '
Signed: (Agent)and
Print names:)
Phone Numbers:

(Alternate)

Date
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Acknowledgement of prmc1pal’s clinician - afﬁrm that the prmelpal
appears to understand the benefits, risks, and alternatives to the health care
_ specified above that is being consented to or refused by the principal.

Signed: | Title Facility
Date_ . Please print name:

Acknowledgement by persons who expl.ain' Part 6 - I, as the designated o
person to explain Part 6, affirm that I am an ombudsman, recognized member

~ of'the clergy, an attorney hcensed to practlce in Vermont ora probate court
de51gnee and that I have:

'f. Explamed the nature and effect of this Waiver of the nght to Request
or. Object to Treatment to the principal, and

The pr1n01pa1 appears both to understand the nature and effect of this
provision and to be free from duress or undue mfluence '

- If'the prmc1pa1 15 in a hospital at.the time of sxgnmg, that I am not
affiliated with that hospital, and

T am not related to the principal, a rec1procal beneﬁcmry, or the

principal’s clergy or a person who has exhlblted special care and
concern for the principal.

Date .

| Signed: ' - Position
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Instructions for Part 7 - Organ and Tissue Denation

Part 7 of your Advance D|rect|ve a|lows you to staté your wushes about
organ and tissue donation.

In some European countries organ donation is mandatory unless the"
patient has objected in advance. In our country permission for organ
donation is not assumed and often the family or next of kin are '
approached for donation at the time of an accidental or unexpected
death. If there are any. obJecttons from the family, those reservations
and refusals are honored. Consequently, many people who may have
wanted their organs and tissues to benefit others do not get to have
their wishes honored. That is one reason why there is such a shortage
of usabie organs and tissues for transplant in our country and why
many peop|e die waiting for needed transplants.

- Although you may elect to have an agent or your family decide on

organ and tissue donation, your organs are more likely to be of use for
others if you make the decision yOurseIf.'

You should also note your wishes on your license and attach the
sticker showing that you wish to be an organ donor. You do not have
-to have an Advance Directive form filled out to show evidence of your

wishes to be an organ donor, particularly if your license identification
includes your wishes about organ donation.

Ifyou wish to donate your body for research to a medical school you
-~ will need to contact that institution to make separate arrangements
and fill out forms supphed by that institution..

19



" MvName - DOB | Date

Part 7 - ORGAN and TISSUE DONATIO\I

1 want my agem (if 1 have appomted ong) and all who care about me to follo.w my wishes

about organ donatmn if that is an option at the time of ‘my death. (1mt1a1 below all that
apply.) -

I wish to donate the following organs and tissues:

any needed organs or tissues
major organs (heart, lungs, kidneys, etc.)
tissues such as skin and bones

eye tissue such as comeas’

1 desire to'donate my body to research or educational programs. (N ote:

you will have to make your own arrangements through a Medical School or other
program )

_ Ido pot wish to be an organ donor.
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Instructlons for Part 8 - Dlsposmon of My Body after Death

Part 8 allows you to give directions about funeral arrangements or
~ related wishes about the final dlsposmon of your body after you due

You can use the section to. appomt an agent for maklng these

arrangements, or you may say that family members should decllde
You can give directions to whoever is in charge.-

You can list lmportant lnformatlon about any pre-need arrangements

you have made with a funeral home or cremation service or about the
Iocatlon of famﬂy burial plots

You may |nd|cate your permlssuon to have an autopsy done on your
‘body after your death. An autopsy is generally not suggested or
needed when the cause of death is clear. If an autopsy is suggested,
it could be helpful to your agent or family to know your wishes about
having an autopsy performed Autopsies may be requ:red in cases
where abuse, neglect sumde or foul play is suspected
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. My Name » DOB _

Date

Part 8- My Wlshes Ior Dlsposmon of my Body al‘ter my Death
1. My Directions for Bunal or Disposition of My Remams aﬂer Deat_h. :

Iwanta funeral followed by burial in a casket at the following location, if

' poss1ble (please tell us where the burial plot is located and whether it has been pre--
‘purchased): :

I want to be cremated and want my ashes buned or d1str1buted as follows

I want to have arrangements made at‘the du'ectlon of my agent or farmly.'

Other mstruct10ns

- (For example, you may mclude contact mformatwn for Medical School programs if you
have made arrangements to donate your body for research or education.)

2. Agent fof dispbsition of my body (select one):

[ want my health care agent to decide arrangements after my death
if he or she is not available, I want my alternate agent to decide.

I appoint the following person to decide about and arrange for. the dlsposmon of
my body after my death:

Name _ | Address :
" Telephone Cellphone ~_Email

(or) 7

T want my family to decide.

3. If an autopsy is suggested following my death:

1 support having an autopsy performed.
I would like my agent or family to decide whether to have it done.

4. I have already made funeral or cremation arrangements with:

Name Tel.

Address
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Instructions for Part 9 - Signature and Witnesses

‘Congratulations! You have done much good work in sharing:youi'
wushes through the completnon of your Advance Dlrectlve

Be sure that your wishes as stated in the Parts you have chosen to fill
out make sense when read together as a whole, . If there is a question
of conflicting wishes, be sure that you have indicated your priorities.

When you sign your Advance Directive, you must have two adult-
witnesses. Neither witness can be your spouse, agent, brother,
sister, child, grandchild or reciprocal beneficiary. A change in Vermont
law has made it a little easier to have witnesses available to assist
you. For example, your health care or residential care prowder and
the|r staff now can be WItnesses of Advance Directives.

If you areina hosprtal nursing home or re51dential care facmty when
you complete your Advance Directive, you will need a third person’s
signature to certify that he or she has explained the Advance Directive
to you and that you understand the impact and effect of what you are
doing.. In a health care facility, this third person may be a hospital
designee, a long-term care ombudsman, an attorney licensed to
practice in Vermont, a clergyperson or a Probate Court designee.
(Note: If you decide to include Part 6 when you are in a health care
facility, you must be sure that the third person who signs your

document in that Part is not afﬁhated wnth or employed by the health
care facuhty )

Distribution of Copies of this Document

It is a good idea to make sure that your agent, your family, your

- personal physician and your nearest hospital or medical facility all
have copies of this Advance Directive. List the people to whom you

give copies at the end of Part 9 of the Advance Directive form. This
will be make it easy for you to remember to tell all of these people if

‘you decide to cancel, revoke or change this document in the future.’

- By mid - 2006 you will also have the option to have your advance
directive scanned into an electronic databank called an Advance '
Directive Registry where you, your agent, your health care facility
and others you designate, can get copies of your advance directive
(including special personal handwritten instructions) immediately.
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My Name ' DOB Date
Part 9 - SignedDecla’ration of Wishes-

I declare that this document reflects my de51res regardmg my future health care,

(organ and tissue donation and disposition of my body after death,) and thatI am
signing thlS Advance Dlrectwe of my own free will.

Date

Signed

(Optional) I affirm that I have given or will give copies of my Advance Directive to my

Agent(s) and Alternate Agent(s) and that they have agreed to serve in that role 1f called
upon to do so.-

Signed ‘Date:

(Optlonal) I affirm that [ have glven or w111 give a copy of my Advance Dnrectlve to my
Doctor or Clinician.

Signed

Datc:

Acknowledgement of Witnesses - T affirm that the P_r"mcipél appears to understand the
nature of an Advance Directive and to be free from duress or undue influence.

Signed Date

Print name;
- Signed Date
Print name:

Acknowledgem_énf by the person who explained this Advance Directive if the
principal is a current patient or resident in a hospital, or other health care facility.

1 affirm that:

e the maker of this Advance Directive is a current patient or rcsmlent ina hospltal

nursmg home or residential care facility,
I am an ombudsman, recognized member of the clergy, an attorney licensed to
practice in Vermont, or a probate court or hospital designee, and -

. I have explained the nature and effect of the Advance Directive to the Principal
and it appears that the Principal is willingly and voluntanly executing it.

Name _ ' | . Address

Title/position - _Date ~ Tel.
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Important!

Please list below fhé people .ahd. locationé that will have a copy of this document:
____Vermont Advénce D_irecti\..re Registry (anticipated avai_léble by mid- 2006) -
___ Health care ageqt(s) : |

_;_ Alternate health care agent

Family members: (List by name all who have copies)

Name__ _ Address

MD (Name) . Addresé

_____ Hospital (s) (Names)

Other individuals or locations:
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Attachment B -

- m—— —-qv‘-——-'—— ———— e

'-PHYSICIAN ORDERS FOR LIFE- SUSTAI\‘I‘\IG S

E : § Addressograph -
TREATNIENT(POLST) oo = L
Instructmns oo : R ‘ - BT
s ' May be used for any patlent but isr egulred only when a decxsxon has beén made to use less than mammal trcatment
= Both sides of the form must be completed before these POLST orders can be lmplemented by nursing staﬁ‘
» - This document is ot to be given to or completed by a Jpatient or family member. : :
» Each order selected must be inttialed; a'checkmark wiil not be accepted. LT ' S
" Please indicate iri the' standard Physwmn Order Sheet that POLST orders havée been wrxttcn (e g 4 “see POLST form“)
1. ‘Inthe évent of SPONTANEOUS CARDIOPULMONARY ARREST
(@) ___-_ Gnitilal) CPR (e.g., ACLS protocol) will wxil be used
‘ (b) __ ({iival) CPR wili not be used o
- (o) (mmal) mod1ﬁed CPR will be used as follows
27 Inthe event of CARDIOPULMONARY ARR.EST DURING A PROCEDURE :
Sn (for example, anesthesia, surgery, dialysis, IV injection, insertion of mtravascular devxce ctc)
GV (initialy CPR(e.g., ACLS protocol) will be used
© o (b). __ (initial) CPR yill not be used - . )
3. IN SITUATIONS SHORT OF FULL ARREST other llrmtahon of treatmenl demsxons mclude e
~___ ({initial) WITHHOLD electric shock for arhythmia - . - - S (midal) W [THHOLD dxalysxs
_ {iitiay WITHHOLD IV medxcauons for arrhythimia | o (initial) WITHHOLD antibiotics :
___._(Gnitia) WITHHOLD pressors for treatment of hypotension- - _ -~ (initial) WITHHOLD diagnostic tests
.. (ita) WITHHOLD endotracheal intubation and assisted vcnulauon ' . ' - - ‘

. (nitia) WITHHOLD transfer to Intensive Care Umt '

(imital) WITHHOLD transfusion of blood or blood products
o (nitiaD. WI'LHHOLD othen therapxes Gspemfy)

- (iita) DO NOT INCREASE current level of ventxlatory support
- {iniia) DO NOT INCREASE current level of pressor support
o (initah) DO NOT INCREASE other therapies (spemfy)

Orders hrmtmg the use of ar‘uﬁcxally adrmmstered fluids and nutrmon : :
: {initia) NO total parenteral nutrition A (mmal) "NO substannal enteral nmrmon
(muml) NO IV ﬂmds i S o (mmal) ‘NO enteral ﬂuld.s

: If mdmdual completmg this form is not the anendmg/covenng physxcxan thc followung must be mmaled

_ (initia}) discussed w.lth ihe_attendmg/covermg physman '

 the ‘ , ©__(Name) __(Date) _.____(Time)
_Signe:d bYIl . (Signature)' o i _-.D.a'te - Time -
' (Printe&'Name) _ FAHC beeper

Temporary Suspenswn of POLS’I‘

After dlscussmn with the patient or surrogate, a decxsxon has been made to temporardy suspend these
POLST orders during the follomng procedure

CUyEoaT . o .
: Suspensxon begins: .' L Date Timé Signature
POLST orders resume: Date ~Time .. - - - L A L Signature
'(tnhP_‘u'gnPd at Hime ordere reagumeY - L




'OVER - Both sides of form must be completed "~~~

[

| PHYSICIAN PROGRESSNOTE .
DOCUMENTNG DISCUSSIO\I OF TREATMENT GOALS AND POLST'

When orders are written which Iumt the amount or type of therapy whmh wﬂl be used for 2 spcc1ﬁc patlent '

(including DNR), an explanatory note must be written 'oy the mdmduat wrxtmg those orders The note should.
include at least the following information: - D

(a) - who participated in the discussion ~
o (b) ‘the goals of further therapy, for example

- life-prolongation, but without these burdensome modahues

.. .- relief of symptoms, maintenance of comfort, hygiene and dxgn.xlty
(c) thereasons for the decision, which might include

- the fully informed paticnt believes the expected 'burdens of treatment are grcater than the hkely benefits,
- - written documentation of the patient’s wishes (that is, an advance directive)
. - the fully informed surrogate believes this i is what the pauent would choose

- the fully informed surrogate believes this is in the patient’s best interests

- the attending physician believes tbere'is no reasonable expectauon that the treatmonts to be wuhhcld or
_ withdrawn would be effectwe :

Phyoicioo completing form: -

. Print - Sighature _° . B ‘ _
' .Beoper o 'Déte" o .'Tim:'c N T : R
Approval of attendmg/covermg physmlan S e

Date . . Time. =
(1f complotod by sormeone, othe: than' attondmgMD must be countersigned wtthm 36 hom‘s o remau:rvahd)




Attachment C

DO NOT RESUSCITATE ORDER

* Patient: _ - Date of Birth:

['am the clinician for the above-natned patiextt (principatl), and ] certlfy as fotlows:

1. Thave consulted, or made an effort to consult w;th this pauent and the patient’s agent or guardian:

Patient’s Agent or Guardlan

Address & Telephone:

2. CHECK ONE:

Informed Consent for this DO NOT RESUSCITATE (DNR) Order has been obtained from: _

Name of Person Giving Informed Consent Relationship to Patient

OR

) ngnature (If Available) ’
1 have deterrmned that resuscxtatmn would not prevent the imrminent death of thls patient, should the patient
experience cardiopulmonary arrest. Another clinician has also so determined:

Name of Other Cliniclan Making This Determination (Please Print)

3. This patient is is not in a health care facility or a residential care faéi]ity.

Name of Facility:

If this patient is in a health care facility or a residential care facility, the requirements of the facxhty s DNR protocol
required by 18 VSA § 5709 have been met,

4, Thave authonzed issuance of a DNR Idenhﬁcahon (ID) to this panent Form of ID:

5. Under Vermont law 18 VSA § 9708(c), every health care provider, health care fac111ty and residential care

facility must honor a DNR Order or aDNR Identification unless the provider or facility:
Believes in good faith aﬁer consultation with the agent or guardian where possible and appropriate, that:

e the pnnmpal wishes to have the DNR Order revoked; or

s the prmmpal with the DNR Identification is not the md1v1dua1 for whom the DNR Order was jssued
" AND '
¢ documents the basxs for that beltef in the principal’s medical record.

This DNR Order precludes efforts to resuscitate only in the event of cardiopulmonary arrest and does not affect other
therapeutic interventions that may be appropriate for the patient.

Dated:

Signature of Clinician Signature of Additional Clinician if No Informed Congent

Printed Name of Clinician Printed Named of Additional Clinician

Note: The statutory definitions of terms in bold appear on the reverse side of this Order.
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Ch. 231

-§ 9701, Definitions i

" As used in this chalpter: - . :

.. (1) “Advance directive” means a written record executed pursuart to
gection 9708 of this title, which may include appointment of an agent,
.identification of a preferred primary care clinician, instructions on health
" care desires or treatment goals, an anatomical gift as defined in subdivision
5238(1) of this title, disposition of remains, and funeral goods and services,
The term includes documents designated under prior law as a durable
power of attorney for health care or a terminal care document.

(2) “Agent” means an adult with capacity to whom authority to make
health, care decisions is delegated under an advance directive, including an
alternate agent if the agent is not reasonably available,

© (8 “Capacity” means an individual's ability to rnake and communicate
a deciston regarding the issue that needs to be decided.
i ‘(A) An individual shall be deemed to have capacity to appoint an
" ageht if the individual has a basic understanding of what it means ta have
" another individual make health care decisions for oneself and of who
" would be an appropriate individual to make those decisions, and can
identify whom the individual wants to make health care decisions for the
individual, :

"(B) An individual shall be deemed to have capacity to make a health
care decision if the individual has a basic understanding of the diagnosed
condition and the Genefits, risks, and alternatives to the proposed health
care. ‘ :

. (4) “Clinician” means 2 medical doctor licensed to practice under
chapter 23 of Title 26, an osteopathic physician licensed pursuant to
subdivision 1750(9) of Title 26, an advance practice registered nurse
licensed pursuant to subdivision 1572(4) of Title 26, and a physician's
pesistant certified pursuant to section 1733 of Title 26 acting within the
scope of the lcense under which the clinician is practicing.

.. {6) “Commissioner” means the cormmissioner of the department of
health, ‘ :

5. {6) “Do-not-resuscitate order” or “DNR order” means a written order
“of the principal’s clinician directing health ¢are providers not to attempt
resuscitation. ) . : .

(7) “DNR identification” means a document, bracelet, other jewelry,
wallet card, or other means of identifying the principal as an individual who
pas a DNR order. ‘ ‘ :
i+ (8) “Emergency medical personnel” shall have the same meaning as
provided in section 2651 of Title 24.

(9) “Guardian” means a person-appointed hy the probate coyrt who
has the authority to make medical decisions pursuant to subdivision
3069(b)(5) of Title 14. ' o

{10) “Health care” means any treatment, service, or procedure to
maintain, diagnose, or treat an individual's physical or mental condition,
including services provided pursuant to a clinician's order, and services to
assist in activities of daily living provided by a health care provider or in a
health care facility or residential care facility o o

{(11) "Health care decision” means consent, refusal to consent, or
withdrawal of consent to any health care. o

. (12) “Health care facility” shall bave the same meaning as provided in
subdivision 9432(7) of this title. L. ] )
' (13) “Health care provider” shall have the same meaning as provided
in subdivision 9432(8) of this tiile and shall include emergency medical
personnel,

ADVANCE DIRECTIVES
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{14) "HIPAA" means the Health Insurarice Portability and Accoint-
avility Act of 1996, codified at 42 U.S.C. § 1320d and 5 C.FR. § § 160-164,
‘ (16) “Informed consent” means the consent given voluntarily by an
individual with capacity after being fully informed of the nature, benefits,

risks, and consequences of thé proposed health care, alternative health
care, and no health care, . o o

(16) “Interested individual” means: -

(A) the principal’s spouse, adult child, parent, adult sibh’hg, adult.
grandehild, reciprocal beneficiary, or clergy person; or . .

(B) any adult who has exhibited special care and concern for the
principal and who is personally familiar with the principal's values.

(17) “Life sustaining treatment” means any medical intervention,
including nutrition and hydration administéred by medical ‘means and
antibiotics, which is intended to extend Life and without which the principal
is likely to die. ) .

- (18) “Nutrition and hydration administered by medical means” means
the provision of food and water by means other than the natural ingestion
of food or fluids by eating or drinking. Natural ingestion includes spoon
feeding or similar means of assistance. ‘ '

(19) “Ombudsman” means an individual appointed as a long-term care
ombudsman under the pregram contracted through the department of
aging and independent living pursuant to the Qlder Americans Act of 1965,
a5 amended, '

. (20) “Patient's clinician” means the clinician who
sponsibility for providing health care to the patient, ‘ -
* (21) “Principal” means an adult who has executed an advance direc.

ewrrently has re.

-~

tive.

trst {22) “Principal’s ciinician” means a cliniclan who eur.rently has respon-

#ibility for providing health care to the principal.
: (23) “Probate court designee” means a responsible, knowledgeable

individual independent of a health care facility designated by the probate
court in the distriet where the principal resides or the cbunty where the
faclity is located. - - -
’.*'-(24} “Reasonably available” means able to be contacted with a level of
'dlh'gence appropriate ta the seriousness and urgency of a principal’s health
care needs, and willing and able to act in a timely manner considéring the
urgency of the principal's health care needs, T

" T {25) “Registry” means a secure, web-based database created by the
<0 misgioner to which individuals may submit an advance directive or:
Aqulnrlmatiou regarding the locatjon of an advance directive that is accessible
to principals and agents and, as needed, to individuals appointed to arrange
fo ‘the disposition of remains, organ procurement organizations, tiasue and
eye b_anlgs, health care providers, health care facilities, residential care
fae}litxes, funeral directors, crematory operators, cemetery officials, and
‘t)}g employees thereof, a
i (26) “Residential care facility” means a residential care home or an
;;sist.ed living residence as those terms are defined in section 7102 of Title
.~ (27) “Resuscitate™ or “resuscitation” includes chest compressions and
_{na,sk ventilation; intubation and ventilation; defibriilation or cardiéversion;
and emergency cardiac medications provided according to the guidelines of
thg American Heart Association’s Cardiac Life Support program.

.- {28} “Suspend” means to terminate the applicability of all or part of an

: %gj‘yance directive for a specific period of time or while a specific condition
exists.—Added 2005, No. 55, § 1, eff. Sept. 1, 2005.



ATTACHNIENT D

Do Not Resuscltate (DNR) Identlﬁcatlon

18 VSA § 9701(7) defines “DNR identification” as “a document, bracelet, other

jewelry, wallet card, or other means of 1dent1fymg the prm01pal as an mdlvrdual who bas
aDNR order ™

The Department of Health, Emergency Medmal Servrces supports a bracelet

: system a;nd recommends that every person for whom a DNR order is issued have a
bracelet :

Bracelets are preferred over necklaces, wallet cards, or srrmlar alternatives as they

“tend to be more easily located, less likely to be transferred to another party, and do not

require searching a wallet to find. Any bracelet system that is put into place should have
the following attrlbutes :

The bra'celet be of a standard design with the same information as the order form.

The bracelet be of a color and design that is easily visible and distinctive.

The bracelet be latex free and easily worn by persons of varymg sizes and medlcal
conditions.

+

- The system be i 1nexpen51ve (1deally free to the patient).

"The system for requesting and receiving a bracelet should be based in the :
physician community (where the DNR orders are created) rather than with the

. Department.

~Any bracelet system should be backed up with a standardized written DNR order
. forrn. This way a patient could have an order form and no bracelet or an order -

formand a bracelet but not a bracelet with no order form.

Some bracelet sources include:

Appomattox Drug Store, PO Box 489, Appomattox VA 24522, Telephone 1- 800—

- 3307225 ex. 102, or order on-line at:
‘htm Hvrww, drabeticdrugatore conv/dept. dsp"dent |d—400 C

MCdlC Alert Foundatlon Internatronal Attn. DNR 2323 Colorado Avenue :
Turlock, CA 95382 Phone: 1-888-633-4298, 3, 1 or ask for DNR.

htm //www medicalert. olngdm/advanCedlrectweq ASPX

‘Medlcal Identlﬁcatlon Jewelry (on—lme orders only) at: '
. bttp/www, medicalidalertbracelet com/product. asp?dept 1d—401&sku—010 OOl&dm—y

hitp: //'www medlcaltdalertbracelet com/def"rult asp

The Department of Health does not endorse any speelﬁc vendor.

IfaDNR order is thhdrawn any DNR 1dent1ﬁcatron should be destroyed.



Attachment E
Emergency Medical Standards

DO NOT INITIATE RESUSCITATION (DNR)- Vermont EMS Protocols 5-00

General Considerations-

A. This protocol is intended to cover patients in the health care system who
“have valid do-not-resuscitate (DNR) physician orders. This can include

patients in health care facilities or under care in an out-of- facmty settmg
(e.g. hospice care at home).

. In cases where the patient is competént, EMS personnel should attempt to
verify the patient’s desire for no resuscitation attempts.

. Emergency medical services must be provided to all persons regardless of

resuscitation status, so that terminally ill patients have access to emergency

palliative care and patients who decline CPR have access to other life-
‘sustaining treatments.

. DNR simply means do not initiate CPR (vent||at|ons or compressaons)

deflbrnllqtnon, advanced airway techniques (e.g. ET or EOQA), resuscitation

drugs or other resuscitation measures. it does not affect other EMS care.

Comfort care measures may include positioning, temperature/environmental
control, oral or nasal airways, suctioning, splinting, oxygen, 1Vs by on-line
medical direction, assisted medications, etc. .

Procedure—

. Care other than resuscitation measures should be initiated for patients with
known DNR orders. ‘
. ‘EMS Personnel should verify the physman s written order. Where p055|ble
the name of the physician and the date the order was created should be
obtained and noted on the EMS run report. Hospice or the Home Health
“Agency mvolved may be able to provide assistance.
. If possible, EMS personnel should attempt to verify with the patient, patient’s

legal guardian or the patient’s durable medical power of attorney that the
DNR order is still in effect (i.e. has not been revo‘ked)

D. Seek on-line medical dlrecnon for circumstances not speuﬁcally covered by
‘this protocol.



ATTACHMENT E
Experimental Treatments

_ The Department of Health supports a clinician’s obligation to treat a seriously ill
patient with all available modalities allowed by law.

All use of experimental treatments must be in compliance with 21 CFR Part 56
(Institutional Review Boards), 21 CFR Part 312 (Investigational New Drug Application),
and all other applicable state and federal law.
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